Improving hospital discharge processes and reducing readmissions are priority issues in the national agenda for healthcare reform.
1 These 2 interrelated issues embody the duality of needs for solutions to address a critical problem area related to both the quality and cost of healthcare-that of preparing the patient and family for a successful discharge. 2 This transition is evidenced by their ability to manage continuing care needs at home and in community-based settings without recurring need for acute or emergent care services. Transitional care models focus on coordination and continuity of care for high-risk populations such as the elderly, [3] [4] [5] those with high utilization conditions such as cardiac disease, 6,7 and mental/behavioral disorders. 8 However, all hospitalized patients, regardless of risk status or the setting to which they are being discharged, require some form of discharge preparation.
The terms typically used to refer to processes involved in preparing the patient for leaving 1 care setting such as the hospital and organizing subsequent systems of care include discharge preparation, discharge planning, care coordination, and case management. While discharge preparation has been commonly used as a surrogate term for discharge teaching and planning for subsequent services, 9 discharge planning encompasses assessment, planning, and coordination activities, 10 care coordination is services focused, and case management focuses on the complex needs of individual patients. Yet these concepts are inconsistently defined, often used interchangeably, or presented with overlapping meaning. 11 They are often included as core elements of intervention programs yet not well documented in standard documentation systems. 12 The lack of uniformity in description of the core processes, variability in roles aligned to these processes, and the plethora of homegrown tools for operationalizing and evaluating these processes create barriers to ongoing improvement efforts.
Although the concept of discharge preparation is applicable across many care settings, the purpose of this article is to propose a conceptual model of hospital discharge preparation (Figure 1 ) to standardize the use of the term and guide investigation and operationalization of core components of the hospital discharge process of care.
Conceptual Model for Hospital Discharge Preparation
A definition of the term "discharge preparation" was synthesized from review of the literature as the meta-term for multiple care processes whereby the patient, family, and receiving care providers become ready for the discharge and management of health needs in a subsequent care venue. Discharge preparation is the term that encompasses the 3 processes of discharge planning (composed of 2 components: [1] Hospital discharge preparation is a complex process requiring input, timely information exchange, and coordination between multiple disciplines and with patients and families. 13 While numerous professional roles can perform various discharge functions, preparing the patient (and family/caregivers) for discharge from the hospital is a primary function of hospital-based clinical nurses. Clinical nurses are the frontline professionals responsible for preparing the patient and care delivery systems for discharge and postdischarge care needs 14, 15 and are the last line of defense in ensuring quality discharge preparation before the patient is formally discharged.
Hospital-based discharge preparation activities sit within the larger context of transitions in care from hospital to the next care setting. Table 1 
Discharge Planning
Discharge planning is the development of an individualized discharge plan prior to leaving the hospital, 16 with the aim of improving patient outcomes and reducing costs of care through timely discharge and coordination of providers and services following hospital discharge to reduce readmission risk and promote community-based health management. Two key processes summarize the important steps to achieve the desired patient and system outcomes.
 A structured process initiated early during the hospitalization phase is required as a condition of participation in the Centers for Medicare & Medicaid Services programs. 17 Steps include identification of patients who will benefit from discharge planning services; assessment for postdischarge needs related to self-care, care provided by family members, and care from professionals; planning for information and resource needs; and coordination of service needs for the postdischarge period. 10, 11, 16, 18  Readmission risk assessment has been introduced as part of transitions in care initiatives, specifically to identify high-risk, high-cost patients who will benefit from coordinated follow-up in the postdischarge period. Using a risk assessment tool identifies patients at risk of adverse postdischarge events for the purpose of initiating anticipatory monitoring and/or interventions that are targeted to avoiding unplanned readmission or emergency department (ED) visits.
Discharge planning begins prior to or on admission and continues throughout the course of hospitalization. Assessment of risks related to functional or cognitive status as well as the home environment, support systems, and psychosocial and cultural factors is often completed during the admission process, whereas other risk & Wilkins, Inc. and permission has been granted for this version to appear in e-Publications@Marquette. Lippincott Williams & Wilkins, Inc. does not grant permission for this article to be further copied/distributed or hosted elsewhere without the express permission from Lippincott Williams & Wilkins, Inc.
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factors such as knowledge deficits may be assessed closer to discharge. The patient's evolving medical condition necessitates continual reassessment and underpins decisions about timing and disposition, including decisions about whether to go home independently, with family support, and/or with home-based continuing care services, or to transfer to a post-acute care facility. 19 A key feature of the discharge planning process is engaging the patient and family and the multidisciplinary team. Discharge planning should be patient centered and driven by the patient's specific needs and preferences. Patient and family engagement is critical to successful hospital discharge planning. 20, 21 Inputs from the entire care team aid the patient and family in developing individual and feasible posthospital plans of care prior to leaving the hospital.
Depending on the hospital's model of discharge planning, various disciplines can be involved in components of the process. For example, a discharge planning evaluation can be provided by an RN, social worker, or other appropriately qualified personnel as specified in the institution's policies and procedures. 17 Utilization managers, in their role to achieve timely discharge and maximize reimbursement for care, also contribute input to the planning process. Successful implementation of the discharge plan requires communication, coordination, and collaboration among the involved disciplines and functional roles.
Discharge Coordination
Discharge coordination involves implementation of actions targeted to smoothing the transition from hospital and diminishing problems after discharge through arranging, linking, and/or sequencing transition support services across providers and care delivery systems. 12, 22, 23 Coordination of care is not an intervention itself but a schema for management of interventions, with continuity of information and relationships among providers across settings viewed as outcomes. 12, 24 Key coordination actions include communication within the interdisciplinary care team during hospitalization to achieve timely discharge, making arrangements for resources for postdischarge care, and transfer of information to postdischarge care providers.
Discharge coordination functions are embedded within nationally recognized programs for transitioning care at hospital discharge that have demonstrated improvements in patient outcomes and costs of care (Table 1) . While each of these programs identifies specific recommended coordination activities, core discharge coordination functions for hospitals have been accepted in the National Voluntary Consensus Standards for Care Coordination, 25 including  medication reconciliation;  a transition record given to the patient (containing specific elements of inpatient care, postdischarge and patient selfmanagement information, advanced care plan, and contact information); and  timely transmission (within 24 hours) of the transition record to the primary provider or next care setting.
The tension between best discharge practices and timely discharge is evident in the roles hospitals assign to discharge coordination functions. Case managers (either nurses or social workers), discharge advocates, and transition care coordinators focus on identification and mobilization of family, hospital, and community resources and services to achieve optimal postdischarge outcomes, prevention of adverse outcomes, and reduced costs of care. Discharge coordinators, sometimes called expeditors or flow coordinators, are charged with ensuring task completion to facilitate timely discharge, defined as on or before the expected length of stay, or early in the day on the day of discharge. Systems and structures to facilitate timely discharge include mechanisms such as a red/yellow/green light system for anticipatory planning for next-day discharge, 26 and the use of discharge lounges for those waiting for pending laboratory test results or transportation. 27 
Discharge Teaching
Discharge teaching, an essential component of discharge preparation, 28 is the composite of educational interventions that occurs mainly during hospitalization in order to prepare the patient and family/caregiver for the transition from hospital to home. 29 accessed by following the link in the citation at the bottom of the page. 
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Teaching is integrated throughout the patient's hospital stay 14 and reaches a focal priority at the time of discharge. When left until the day of discharge, patients' decreased attention span and nurse time pressures may decrease effectiveness. 30 Education of patient and families/caregivers is aimed at providing them with information to make informed decisions 31 and the knowledge, confidence, and skills needed for post-acute care. 32 Minimum core content includes 21, 25  review of disease condition,  test results,  next steps in medical care including follow-up appointments,  instructions for self-care at home,  current medications,  warning signs and problems to watch for, and  contact information for primary care, pending tests, and emergencies.
Recommendations for improving discharge teaching emphasize a patient-centered approach in which the content and method of teaching are individualized to the patient's characteristics and situation, rather than the typical approach of standardized information based on the patient's diagnosis. 33 While the amount of content is important in preparing patients for discharge, the quality of the delivery of the content or the way nurses perform the teaching is more strongly related to patient perception of readiness for discharge than the amount of content provided. 29, 34 Patient engagement in the learning process and attention to health literacy are key priorities for improving discharge teaching. Discharge teaching requires establishing an effective line of communication to understand the patient-specific barriers to self-care. 30, 35 Teach-back is a teaching method that incorporates patient engagement and verification of learning. Assessment of the health literacy facilitates identification of patients at risk of poor understanding of discharge instructions and customization of teaching at the patient's level of literacy. 28 Education of patients and caregivers is a primary responsibility of staff RNs, 36 although other healthcare providers, including physicians and pharmacists, also claim this role. Lack of clear delineation of the role responsibilities for discharge teaching can & Wilkins, Inc. and permission has been granted for this version to appear in e-Publications@Marquette. Lippincott Williams & Wilkins, Inc. does not grant permission for this article to be further copied/distributed or hosted elsewhere without the express permission from Lippincott Williams & Wilkins, Inc. 8 result in duplication, omission, inconsistent, or confusing information provided to patients and families and poor adherence to discharge instructions.
The Role of Hospital-Based Nursing
Clinical nurses are responsible for performing discharge preparation activities alone or in collaboration with other team members with assigned discharge functions and for ensuring the completeness of preparation before discharge. The close and continuous relationships between patients and their nurses provide the mechanism for surveillance 37 of changing needs for the postdischarge period as the patient's clinical condition changes and for knowing the patient and the patient's context, 38 both of which are critical to achieving a safe and timely discharge. Preparation for discharge occurs throughout the hospitalization through ongoing monitoring of patient progress against expectations for recovery, identification of postdischarge needs, patient teaching, and communication with other providers, and documentation of the preparatory processes.
14 The role of the clinical nurse is central to an effective and efficient discharge process. As the frontline "coordinator," the nurse's role is to set the discharge plan in motion, oversee discharge activities, engage resources, serve as an information hub, and provide education. 15 Primary nursing care models assign a single clinical nurse as the overseer of care throughout the hospitalization; however, this type of assignment is rarely implemented in contemporary practice because of difficult scheduling logistics. While different nurses care for patients each shift, the discharge preparation role of the collective of nurses caring for a single patient should begin on admission and continue daily throughout the hospitalization.
The role of the clinical nurse is central and continuous during the hospitalization; however, other members of the professional team have roles and responsibilities in the discharge process. Specialized nursing roles such as discharge planners, care coordinators, case managers, and diabetic educators, as well as physicians, pharmacists, and social workers, are frequently involved, particularly with complex cases. The complexity of the RN role as the hub in the discharge process can result in confusion over responsibilities and workflow interruptions that disrupt patient care and lead to delays in discharge and nurse dissatisfaction. 15 Recognizing the need for an interprofessional and multirole solution to operationalizing discharge preparation, the proposed conceptual model for hospital discharge preparation describes the components (Figure 1 ), strategies and role assignments (Table 1) , and measures to facilitate the operationalization of the discharge preparation process (Table 2) , and the central role of the clinical nurse in managing the discharge preparation process.
Outcomes of Discharge Preparation
The immediate, proximal outcome of discharge preparation is discharge readiness. Readiness for hospital discharge can be assessed from the perspectives of the patients, families, and providers and encompasses dimensions of physical and emotional status on the day of discharge, knowledge about personal and medical self-care, ability to cope at home after discharge, and expected support in the postdischarge period. High-quality, effective discharge education has been associated with readiness for hospital. 29, 34 Intermediate outcomes are successful patient/family management of care needs at home after discharge with or without formal care services or transfer to an appropriate post-acute care facility for continuing care. 12, 19, 39 Postdischarge coping difficulties or development of postdischarge problems is a poor intermediate outcome that can lead to the distal outcome, unplanned return to the hospital for an ED visit, or readmission. The trajectory of influence from discharge readiness to postdischarge coping and subsequently to unplanned return to the hospital for an ED visit or readmission has been documented, 29, 34 as has the impact of transitional care programs on reduction in readmissions. 32, 40, 41 Similarly, for patients discharged from skilled nursing facilities, an individualized discharge transition plan results in better adherence to the medical plan of care, better attendance at medical appointments, and fewer readmissions within 30 days.
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Implications for Nurse Leaders 1 . The proposed conceptual model for hospital discharge preparation ( Figure 1 ) can serve as a guiding structure for ensuring that the 3 major components of discharge (discharge planning, discharge coordination, and discharge teaching) are fully operationalized, with role functions and relationships clearly delineated.
2. With many existing and emerging programs describing care innovations to improve patient outcomes and reduce readmissions, role assignments for each component will evolve uniquely in each hospital to address the desired outcomes identified in the model.
3. The clinical nurse providing direct care is central to the process of discharge preparation over the course of hospitalization, and as such, the time and effort invested in discharge preparation activities have value to the organization and should be recognized and rewarded.
Conclusion
The conceptual model for hospital discharge preparation ( Figure  1 ) coalesces the many existing components used in discharge and care transition processes into a comprehensive framework for hospital discharge activities. Compilation of components of transitional care models that are initiated in the hospitalization phase of care provides a menu of options of selecting a package of discharge processes for each component of the model. Use of structured tools to support and evaluate the discharge preparation process will create a more standardized approach to measurement of processes and outcomes. This model should not replace discharge transition models and programs that are already well tested but should serve as a framework for operationalizing the discharge preparation process on nursing units and hospital-wide.
